The following cases 
The following cases Case 9 was one of hemiplegia probably due to softening from thrombosis in the course of chronic Bright's disease. The chart shows that the difference in temperature between the two sides is slight and inconstant. On the 5th August, when the temperature in the axilla was half a degree higher on the paralysed than on the sound side, the surface-temperature was nearly Itt degrees lower on the former than on the latter. This case presented another symptom sometimes met with in hemiplegia? excessive tenderness to touch or movement of the paralysed limbs. The patient screamed loudly if they were moved or touched. This was not attributable to rigidity of the limbs, as the rigidity was only slight. Another symptom she suffered from was well-marked oedema of the paralysed side of the body only, especially of the arm and leg. Associated with this appeared trophic disturbances in the shape of a sore on the heel and a blister if the skin was thrown into a crease or fold anywhere by her position in bed. ? The presence of this unilateral oedema is, I think, to be attributed to a change in the innervation or nutrition of the vessel-walls, and may be compared to the experimental oedema in the leg produced after division of one sciatic nerve in the leg after the production of artificial hydraemia.
When albuminuria is present the above seems to be the most reasonable explanation of oedema of the paralysed side, and is in accordance with known factors in the production of oedema. A man, aged 71, was admitted three days after onset of a seizure, probably due to thrombosis, wliich occurred in the night, and was accompanied by twitchings of the right side of the face, right arm and leg, but not by complete loss of consciousness. Eight hemiplegia resulted, and was at first accompanied by anaesthesia of the whole of the right lower extremity, which was soon reduced to a patch of anaesthesia in the area of distribution of the N. cutaneus femoris. There was slight concentric contraction of the right visual field and a moderate amount of albumin in the urine. He recovered power gradually, and was able to walk out of the Hospital four weeks later. The right knee-jerk was completely absent, and could never be obtained by any method or by reinforcement, whilst the left knee-jerk was active and the superficial reflexes normal. The leg became moderately stiff, but was never very rigid; it was not, however, flaccid. Subsequent examinations showed the right knee-jerk to be always absent.
In the case of a man, aged 65, with left hemiplegia, partial, not complete, hemiansesthesia, left hemianopsia, and with slight movements of athetosis in the left hand, the left knee-jerk was also absent. On the right side it was normal. The other reflexes were normal, and the amount of rigidity present in the paralysed limbs was only moderate.
I cannot give any explanation of the loss of the knee-jerk on the side of the hemiplegia; especial care was taken to ascertain that it was really absent. In two of the cases there was also some anaesthesia on the affected side; but in the other the sensory disturbance was in the opposite direction, consisting of increased pain and tenderness.
